MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AMD WELFARK

. . 3257 STATE FILE NUMBER
Registration District No. _ rimary Registration Dil_ﬂ'lct No. . «__Registrar's No. ——

BO NOT WRITE AMENDED 0 ano
ON THIS STUB EnED-MAR—2H186%

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decesssd fivad. If instifufion: Residence before

a. COUNTY Howell 7 _ . STATE b. COUNTY Howedl sdmission)

b. CITY {if cutside torporste limits, give TOWNSHIP only} Length of stay in 1b < CITY . "I Inside Limits

o West Plains aince chidd || O™ West Plaing YouGp No 1

c. FULL NAME OF (If NOT in hospital, give Im:n!ion) Inside Limits d. STREET (If cutside, glve location) Reside on Farm

INSTTTON. A p/nemo/u_al HOAD.{,t s O, Na O ADDRESS 7723 glzace ve., Yo [0 No OX

. NAME OF DECEASED First Middle Lost - 4, DATE Day Year

(Tvpeorwi‘nﬂ‘ mmon (Ca/zl qmu ) DEATH maﬂ.m -3, ]?63

5. SEX 6. COLOR, OR RACE 7. Merried X] Neir Marriod [1 [8. GATE OF BIRTH | 9- AGE (lnst? birthday) | IF UNht:ER 1 YEAR _IF UNDER 24 A
; © W i Montl Days Hours Min.

male_ N wh Ve Widowed [] Divorced [ 6_8_]887 73 W’ -l i i
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or couniry) | 12, CITIZEN OF WHAT.COUNTRY

e e ogwgt'm Jife, yyan-If retired) : : ﬁojmejww,u_e, .Qn.a’ S J4 .

13a, FAYHER'S NAME - 13b. MOTHER"S MAIDEN NAME T4, _NAME OF HUSPAND OR WIFE

Manson Gentry Margaret Strock Mildied Stuart
15. WAS DECEASED EVER.IN US. Al D FORCES? 16 SOCIAL SECURITY NC. | 17. INFORMANT Address
(Ye3, o, or unl:nawn)l (If yes, give war or dam [ (H 1 f&led gefbbl. y W&di pm /no .
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18. GAUSE OF DEATH (Enter only vne causa g
PART |. DEATH WAS CAUSED

IMMEDIATE CAUSE (a)

o
DOCUMENT

Conditions, if any, DUE TC (b)
whiich gave rise to

above cause (a), ¢ .

stating the under-

lying coause last. DUE TS (e}

T PART ll OTHER SIGNIFICANT COND ONS L | PART 1IL tf  deceased wos fenale was
/ w disey} conditicn given .in P, X there & pragnancy in last 90 days.

IT:] Yes 0O Ne | O Unknown

19. WAS AUTOPSY _ACGIDERT  SUICIDE MICIDE 205, DESCRIBE HOW TNJURY OCCURRED (Emer nature of injury in PART | or PART Il of item 16.)
PERFORMED? ] 0 w] k
YES[] NO

- ——————
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20c. TIME OF Houi Month, Day, Year
INJURY a.m. — e
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20d. INJURY OCCURRED 20e. PLACE OF INJURY {#.4., in of about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT K farm, factory, street, office bidg., etc.)
1 NOT WHILE A'l WORK [] ————

. 1 attended the deceased fro u_z___mw last saW h,mahvc on_mL—

Dr!h\?ocun.d at. y/ m on the date stated sbove, and. to the best of my. Imowlndge, from the couses nated

m ADDRESS - Toc. DATE SIGNED
/: eAf_” la.m,d "'/}10. ' b—f:és

23d. LOCATION {City, town, or county) . (State}

etony | ost Plaing, Tho.

" 24, FUI ERI['DIRECTOR 25. DATE RECD. 'BY LOCAL REG. 26, REGISTRAR'S SIGNATURE
obentdons, H/e,d,t Plains, Mo. 3-/8~ 63 /i__ﬂ_- é““

[Licersed Embalmer’s Statement on Reverse Sids)

_MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ ..

BY AFFIDAVIT CF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recordéd on the reverse side of this certificate was embalmed by me,

or by . Student Embalmer No.

working under my personal supervision, M/
Student, ) Signed / ﬂ

Signature of Student Embalmer

Licensed Embalmer No 3432

P. O. Address, Wu‘t p'[a"—n'd; /no .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER' in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

M thls body is not embalmed, fact should be so stated above.




